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Shyam AK sense many factors like patient's preferences, infrastructure, socio-economic factors etc cannot be converted into quantifiable outcome measure in EBM. Thus although EBM says it tries to combine patient preferences, clinical expertise with Best research but it has failed to show a method on how to marry these two [even after 25 years]. Even today the only way patient preferences, clinical expertise and best evidence are combined through personal 'Bias' of the Clinicians. I would not agree with the slogan of EBM that discredits clinician's expertise as I believe it is the only method through which meaning is extracted from research. Our guest editorial by Daniel Ryan to echoes the same concept about importance of case reports and expert clinicians [2] . In short the point I am making is that personal 'Bias' is an important aspect of clinical decision making. Guidelines that attempt to base themselves on rigid 'unprejudiced' EBM framework have to be reviewed to make them applicable to 'Real' world. Else they have to be looked upon simply as what they are 'guidelines' and not dictums to be followed rigidly. EBM studies are not to be taken as sacred but have to be open to interpretations and opinions. Also I believe the conclusions of each study have to be framed along with the major confounding factors and have to be individualised to each study [and not generalised to an entire population of patients; irrespective of 95% confidence]. Clinicians should be given complete liberty to follow the logical, rational and scientific conclusions rather than simply made to follow statistical conclusions.
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